A man aged 79 attended his local accident and emergency department with right hip pain after a fall. Physical examination and a hip X-ray revealed no abnormality, and he was discharged home. Over the next few weeks his family noticed a rapidly progressive change in his behaviour and mood. He ate less, lost interest in his personal hygiene, lacked energy, became very agitated, and substantially increased his alcohol intake. He also expressed paranoid and suicidal ideations, had fears that he was harbouring a cancerous growth, and was relentlessly preoccupied with ®nancial worries. In view of the rapid mental deterioration he was admitted to hospital where a dual diagnosis of psychotic depression and alcohol dependence syndrome was made in accordance with ICD 10 guidelines.
Nothing abnormal was evident on neurological examination. On cognitive examination, he was fully conscious and oriented to place and person though only partly to time. Treatment was started with an antidepressant (citalopram), thiamine and a reducing dose of benzodiazepine (chlordiazopexide). Over the next few days he remained depressed and suspicious, and was at times very agitated. Six days after admission, however, he became mildly drowsyÐa change initially attributed to the benzodiazepine and antidepressant medication. Neurological ®ndings were unaltered; Glasgow Coma Score was 15/ 15. Since drowsiness persisted after discontinuation of chlordiazopexide, a computed tomographic (CT) scan of the brain was arranged. This showed a large subdural haematoma, extending from the midline in the anterior cranial fossa to the trocula posteriorly. Much of the collection was of low density, but there were also areas of high density (Figure 1 ). The patient was transferred to the regional neurosurgical unit where he was treated conserva-tively because of pneumonia unresponsive to antibiotics. He died two weeks later, and necropsy was not done. COMMENT We suspect that this patient sustained a head injury at the time of his original fall but the CT scan also showed evidence of more recent bleeding 1 . High density signi®es an acute bleed while low density characterizes chronic subdural haematoma. In patients whose CT scan shows a high-density collection, symptoms develop an average of 5 days after head injury; with low-density collections the interval is 105 days 2 . These changes re¯ect the evolution of the clots, which pass through an intermediate isodense phase in which they are hard to distinguish from nearby brain structures 3 . The coincidence of high-density and lowdensity areas in a subdural haematoma is unusual, and suggests acute bleeding into a longstanding collection.
Chronic subdural haematoma has been called the great imitator 4 , and the initial head trauma may go unnoticed in more than one-third of patients 5 . When the presenting feature is depression without neurological signs, subdural haematoma is especially likely to escape detection. Fortunately, this seems to be a rare event: a search of English-language publications yielded only two cases in which depression was the sole presenting feature of subdural haematoma.
It was the onset of drowsiness that prompted the request for a CT scan. Initially this was attributed to the medication prescribed: drowsiness is commonly seen in the elderly after initiation of treatment with benzodiazepines or antidepressant/antipsychotic drugs. In a depressed patient Occasionally, Hodgkin's disease gives rise to the cyclical fever described by Pel and Ebstein. An accompanying cyclical pancytopenia has only once been reported.
CASE HISTORY
A previously well man aged 40 years was referred for investigation of a¯uctuating pyrexial illness. For six weeks he had had cyclical arthralgia, myalgia, headaches, pyrexia and night sweats; the symptoms lasted about a week, then entirely resolved and returned every two weeks. There was no history of foreign travel. On examination when symptomatic he was pyrexial, pale and clammy. There was initially no palpable lymphadenopathy or jaundice. Examination was otherwise unremarkable. Investigation revealed pancytopenia (haemoglobin 10.7 g/dL, white cells 1.9610 9 /L, neutrophils 1.1610 9 /L, platelets 82610 9 / L) and abnormal liver function tests (alanine aminotransferase 107 iu/L, gamma-glutamyltransferase 88 iu/L, alkaline phosphatase 245 iu/L, bilirubin 30 mmol/L); C-reactive protein was raised at 193 mg/L and the erythrocyte sedimentation rate was 96 mm/h. Renal function, blood glucose and coagulation screen were normal. Direct antiglobulin test was negative and haptoglobin levels were normal. Three sets of blood cultures and a urine culture were negative (including cultures for mycobacterium). Hepatitis serology and viral serology were also negative. 
